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■ SHORT COMMUNICATION ■
Introduction
Nonpuerperal inversion of the uterus is a rare gyneco-
logic condition. Inversion of the uterus was classified by
Jones [1] in 1951 into two types: (i) puerperal or obstet-
ric and (ii) nonpuerperal or gynecologic. Most cases 
of uterine inversion are puerperal inversions, whereas
nonpuerperal inversions are rare [2]. Puerperal uterine
inversion occurs with an approximate incidence of 1 in
3,500 deliveries [2,3]. Nonpuerperal uterine inversion is
a rare entity and its incidence has not been estimated
in the literature [3,4]. There are a wide variety of clini-
cal presentations of uterine inversion, ranging from
abdominal pain to shock. Nonpuerperal uterine inver-
sion occurs most often in women who are over the age
of 30 years [1]. These inversions occur due to a tumor
or an idiopathic event. An inversion caused by a tumor
is usually found with submucous myoma. Diagnosis of
uterine inversion is often not easy and imaging studies
might be helpful. Surgical treatment is the method of
choice in nonpuerperal inversion. Here, we present a
42-year-old, unmarried woman with nonpuerperal uter-
ine inversion induced by a submucous myoma. Emer-
gent tumor resection and subtotal hysterectomy were
performed for hemostasis. The postoperative course
was smooth. A reasonable plan for the management
of nonpuerperal uterine inversion is discussed.
Case Report
A 42-year-old, unmarried woman without sexual expe-
rience and any systemic diseases was referred to our
hospital. She suffered from occasional lower abdomi-
nal distention and a foreign body sensation within the
vagina for 2 months. She had always felt heaviness in
the pelvis and the symptom became more severe dur-
ing menstruation. The discomfort would improve after
2–3 hours of bedrest. Urinary symptoms such as inter-
mittent voiding, post-void dripping, and dysuria were
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also noted during menstruation. Tracing her gyneco-
logic history, menometrorrhagia and dysmenorrhea
were noted since her menarche and the dysmenorrhea
had become more severe recently. In addition, constipa-
tion and tenesmus were also noted. Therefore, she
arranged to have a general health examination in a local
hospital. After taking laxative agents for colonoscopic
preparation, she suffered from watery diarrhea. Then,
she palpated a mass protruding out of the vaginal
introitus (Figure 1). Massive bleeding and abdominal
cramping pain also occurred. Therefore, she was
referred to our hospital.
A huge mass, about fetal-head size, protruding out
of the vagina, with oozing on the surface of the mass,
was noted. Laboratory examinations were normal except
for low hemoglobin (3.9g/dL). Blood transfusion was
given immediately. The uterus could not be identified
clearly at its normal anatomic position by transab-
dominal sonography, so nonpuerperal uterine inversion
was highly suspected. In addition, a distended bladder
was identified on transabdominal sonography. The
patient also complained of no urination for hours.
Because the urethra was compressed by the mass, we
had difficulty inserting a foley catheter. A suprapubic
urinary catheter was implanted and 800 mL urine was
drained out.
Under endotracheal general anesthesia, we first tried
to displace the mass through the vagina but failed.
Then, the protruding mass was resected. After resecting
the mass, the endometrium, myometrium, and myoma
were identified (Figure 2). A submucous myoma with
uterine inversion was diagnosed. Subtotal hysterec-
tomy was then performed for hemostasis. The final
pathologic report revealed a 15108 cm submu-
cous myoma. The postoperative course was smooth,
and she was discharged and followed-up at our out-
patient clinic.
Discussion
Hippocrates is said to be the first person to have recog-
nized an inverted uterus, but passages in the Ayurvedic
literature suggest that the condition was known to the
ancient Hindus [4]. Uterine inversion is classified as
acute or chronic and subclassified by Thorn as incom-
plete (fundus protrudes into the uterine cavity but not
through the external cervical os), complete (fundus pro-
trudes through the external cervical os), or complete
with inversion of the vagina [5,6]. Most cases of non-
puerperal uterine inversion are chronic, whereas Winkel
considers all nonpuerperal cases to be chronic [1,2].
Nonpuerperal uterine inversions occur most often
in women who are above 30 years of age [1]. Das
reported 47 cases of nonpuerperal uterine inversion,
of which 87% were due to fibroids, 7.4% to sarcoma,
and 5.6% to carcinoma [7]. The mechanism of tumor-
related inversion is thought to be the distension and
emptying of the uterine cavity, weakening of the uter-
ine walls, the expulsive contractions of the uterus, and
the weight of the tumor itself [5,6]. In idiopathic cases,
the condition is usually abrupt, accompanied by pain
and shock, while in tumor-produced cases, it is mostly
associated with pelvic pain, a mass protruding from
the vaginal introitus, urinary disturbance, chronic vagi-
nal discharge, and irregular vaginal bleeding [1,5,7].
Uterine inversion is suspected when gynecologic
examination detects a protruding mass in the vagina
and the uterine fundus cannot be felt by bimanual
examination [2,7]. However, diagnosis can be difficult;
therefore, two criteria must be applied: (i) nonvisualiza-
tion of the cervix after excision of the vaginal mass and
(ii) nonpalpation of the uterine corpus in bimanual
examination with an empty bladder [3]. Sonographic
characteristics of incomplete inversion are the poor
delineation of the endometrial stripe on longitudinal
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Figure 1. A fetal head-sized mass (black arrow) with partial
uterus (white arrow) protruding out of the introitus.
Figure 2. Resected mass clearly showed myometrium (white
arrow) and submucous myoma (black arrow).
scanning, which instead of being linear takes on a 
Y-shaped configuration [3]. Computed tomography
(CT) diagnosis may be difficult, but nonvisualization
of the uterus in the pelvis and visualization of edema-
tous endometrium and myometrium in the middle of
the pelvis are suggestive of the condition [3]. Magnetic 
resonance imaging (MRI) may show the anatomic
anomalies more accurately than CT. On MRI scans, a
U-shaped uterine cavity and a thickened and inverted
uterine fundus on a sagittal image and a “bulls-eye”
configuration on an axial image are signs of uterine
inversion. Therefore, MRI has been used recently for the
diagnosis of uterine inversion in cases where a U-shaped
cavity was seen [2,7,8].
A plan for the management of uterine inversion
recommended by Lascarides and Cohen [6] involves the
facts that: (i) this unusual condition must be properly
recognized, (ii) definitive operation should be deferred
until all infection has cleared up and a tissue diagnosis is
available; (iii) if there is uterine malignancy, the patient
should be treated accordingly; and (iv) if inversion of
the uterus is associated with benign uterine disease or if
it is idiopathic, the uterus should be reinverted into its
anatomic position by using a vaginal approach, with or
without hysterectomy.
Treatment of uterine inversion depends on the pre-
operative diagnosis. Surgery is the treatment of choice in
nonpuerperal inversion. Four surgical procedures (two
by the vaginal route, Kustner and Spinelli procedure, and
two by the abdominal route, Huntington and Haultain
procedure) have been used to reinvert the uterus 
to its correct anatomic position [5,6,8]. For women 
with benign disease, abdominal or vaginal hysterec-
tomy is recommended. When a uterine malignancy 
is associated with uterine inversion, abdominal hys-
terectomy with appropriate staging surgery is usually
indicated [7]. As mentioned earlier, patients with tumor-
related uterine inversion are less likely to suffer from
shock. Consequently, there is enough time to perform
tests such as MRI or excisional biopsy for accurate
preoperative diagnosis, although it is seldom performed
preoperatively. As long as extrauterine infiltration is not
confirmed, total abdominal hysterectomy and bilateral
salpingo-oophorectomy are suitable [1,2,6].
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